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MISSION STATEMENT 
To provide professional information for midwiyes, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Newfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
This Newsletter includes the report of the AMNL annual general meeting, and news from 
the President who has represented us at the Canadian Association of Midwives (CAM) meetings. 
There could also be financial implications with some items, so please read these reports. Of 
course, now that we have changed our financial year, AMNL membership fees should have been 
paid. If people do not receive this Newsletter it may be because their membership fees have not 
been received. A membership form is at the end of the Newsletter. 
Thank you to those who have submitted items for this Newsletter. Items for the 
Newsletter are welcomed and those who submit are responsible for obtaining permission to 
publish in our Newsletter. The Editor does not accept this responsibility. Items for the next 
Newsletter should be received by the Editor no later than the end of May. 
This Newsletter is the method by which news regarding future legislation can be 
circulated. Let the Editor know what you would like to see in the Newsletter in order to prepare 
yourself for legislation, e.g. references to particular articles, specific information about areas of 
practice. What do you want to know? Tell your colleagues about this Newsletter. 
Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
http://www.ucs.mun.ca/··~pherbert 
AMNL General Meeting, (tentatively) Tuesday, September 10, 2002, 4:00p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Executive Committee 
President: Ann Chaulk, Labrador Health Centre, HV-GB, Labrador, AOP lEO (Fax: 896-5130) 
Treasurer: Jean Hunt Secretary: Karene Tweedie 
Past President: Pearl Herbert Newsletter Editor: Pearl Herbert 
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The Annual General Meeting, March 19, 2002, was held by teleconference. There were seven 
present from Goose Bay and St. John's. The President, who is the AMNL representative to the 
Canadian Association of Midwives (CAM), gave an update of the CAM items which had been 
reported in the AMNL Newsletter No. 20. 
CAM has issued a statement regarding midwives who may belong to more than one 
provincial/territorial midwives association that "Their membership dues to CAM may be directed 
through one organization to avoid double fee payment and journal subscription". 
Progress is being made with the new Canadian Midwifery Journal of Research and Practice. 
Although this is a worthwhile project, concern was expressed about the possibility of the cost of 
the journal being added to CAM's annual membership fees. The general consensus was that until 
legislation is implemented in this province, the full members of the AMNL cannot pay any 
increase above the current $3 5. 
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Regarding the "Declaration of Hope" statement (sent with the AMNL Newsletter No. 20, and see 
p. 5) a revision was published in the February 2002 CAMIACSF News. AMNL members had 
expressed their view that although September II was a sad event, around the world many more 
people are dying daily, from wars and starvation, without recognition. 
At this time the First Nations midwives are unable to consider becoming members of CAM. It 
was suggested to the AMNL President that the Inuit should be consulted. 
In February the CAM President submitted an abstract to present at the Romanow Health Care 
Commission hearing in Vancouver, but was unsuccessful at obtaining a place. (Of the hundreds 
of abstracts submitted at each location only I 0 to I2 presentations are selected). 
The February 2002 CAM Newsletter was sent ·electronically and no paper copies are planned for 
the future [and it is now on the CAM web site]. The CAM President put much work into 
composing this Newsletter, however, the 32 pages were problematic for some Internet servers 
that only accept small attachments. Also, it is not received by those without e-mail access. (The 
e-mail with the attachment was forwarded to AMNL members for whom we have an e-mail 
address). 
The AMNL President gave her annual report (which will be in the next Newsletter). The 
Publicity chairperson submitted the AMNL Newsletter report (see this Newsletter). 
There was a discussion regarding the Treasurer's report. Paying midwifery student fees 
to CAM does not apply to AMNL as we do not have a midwifery education programme (see 
AMNL Newsletter No. I9, p. 2). Also, membership allocation was discussed. In the AMNL 
Constitution (approved April200I), Full Membership: IV.A.2 "Prior to legislation being 
implemented, have graduated from a recognized midwifery education program". Associate 
Membership, IV.A.2. "Have not graduated from a recognized midwifery education program but 
have a professional interest in midwifery". In the Bylaws, II Membership fees, it shows that full 
members pay $40 +CAM fee, associate members pay $40, and unemployed or retired members 
pay $20. So far, for the year 2002, we do not have any members who meet the Associate 
Membership requirements. Two people meet the retired requirements but one continues to be a 
full member. There are two members paying the student fee. 
It was further reported that the AMNL submitted an abstract for the Health Care 
Commission hearing on April I5, in St. John's. 
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GOVERNMENT OF NEWFOUNDLAND AND LABRADOR 
Department of 
Health and Community Services 
Policy Development Division 
MEMORANDUM TO: Provincial Midwifery Implementation Committee-Members 
MEMORANDUM FROM: Morgan Pond, Policy Development Specialist (Adult) 
Karen McGrath, Chairperson, Midwifery Committee 
DATE: January 20, 2002 
SUBJECT: Status ofMidwifery 
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This memo is to advise members of the Midwifery Implementation Committee (MIC) of the current 
status. Subsequent to the final meeting of the MIC, a presentation was made to the Senior Executive 
of the Department ofHealth and Community Services on December 14, 2002. The presentation was 
well-received by the Senior Executive Team. The level of dedication and effort by the MIC and its 
subcommittees was specifically applauded by the Senior Executive. The general consensus 
following the presentation was that the Midwifery Initiative should continue along its intended 
course. Subsequent consultations with Legislative and Regulatory Affairs indicated Midwifery to 
still be a priority but with a revised target date of Fall 2002. The reason for the revised 
implementation date is several new concerns of urgent priority while there still exists preparatory 
work on the canopy act proposal. 
This revised target date should not be seen as a reduction in the level of commitment by the 
Department but as a reaffirmation of the original intent to allow Midwifery practice within the 
Province ofNewfoundland and Labrador. 
MORGAN POND 
KAREN MCGRATH 
P.O. Box 8700, St. John' s, Newfoundland, Canada, AlB 416, Telephone (709) 729-3657, Facsimile (709) 729-6737 
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AMNL Newsletter Report 2001/2002 
During· this past year, March 2001 to January 2002, there have been some changes involving 
the Newsletter. As was agreed at the April 2001 Annual General Meeting, commencing with the 
June Newsletter, printing has been done at Staples Business Depot. This has increased the cost of 
printing of each issue, and we also have to pay HS T (more than $5 .00 each issue). Another change 
has been that in September 2001 the "dumpling" figures on the cover were replaced with the 
Association ofMidwives ofNewfoundland and Labrador's logo. 
The total cost for four issues of the Newsletter (March, June, September 2001, January 2002) 
was $284.82, ofwhich $125.23 was for postage (an increase from $122.23 for last year) and $151 .08 
for printing (an increase from $111 .84 from last year). In addition we spent $8.51 ($6.15 in the 
previous year) on printing the Constitution and Bylaws for the AMNL April2001 Annual General 
meeting. 
Where possible the Newsletters are mailed as a package to be distributed to individuals, or 
inter departmentally, and only a few are mailed to individuals. 
The individual's cost is equivalent to $6.79 from the membership fee for 2001/2002. This 
does not take into account the Newsletters which are distributed to those who are not members, e.g. 
to the chairperson of the Midwifery Implementation Committee, the president of the Canadian 
Association of Midwives, the Alberta Association of Midwives (to which AMNL had agreed 
although we have not received any recent newsletters from the AAM), the binder in the l\vfUN Health 
Sciences Library, one for the AMNL secretary' s file, and copies to nonmembers who contribute 
articles or to Associations who give permission for us to use articles from their newsletters 
Gournals). The AMNL membership is on a fixed annual basis, and to those who join late we give 
back copies to the beginning of the year, while the supply lasts. Any extr~ copies are used for 
recruitment purposes. 
The issues of the Newsletters in 2001/2002 had an average of36 pages including the cover 
(similar to the previous three years). Last year the cost per member was $5.27 {which was less than 
the $6.95 for the 1999/2000 year. 
The Editor thanks those who provid~ the transportation for the printing. 
Submitted by Pearl Herbert, Editor, March 19, 2002. 
National Neonatal Resuscitation Programme (NRP) Committee Report to the Canadian 
Association of Midwives (CAM) (summary of a report given to Ann Chaulk). 
The NRP 2000 edition guideline changes were shown in the September 2001 AMNL 
Newsletter, No. 19, p.29. Kim Campbell, CAM President, attended the June 2001 NRP meeting in • 
Vancouver. Amongst other topics she reported that competency expectations were discussed. 
Intubation: National and NRP guidelines currently recommend that somebody who is capable 
of performing a full resuscitation be available at every birth. Challenges exist in the development 
and maintenance of clinical competence. NRP ensures a minimum standard is that the individual is 
able to demonstrate skill on a mannequin as per NRP skills checklist. Competence is best acquired 
and maintained with a combination of NRP regular practice using mannequin + video, and 
supervised intubations in the clinical setting. It is the institution' s responsibility to determine/support 
clinical competence, not NRP. The role of NRP is education only. The issue of midwifery 
competence was viewed as no different from GP competence. Both practice groups will not 
encounter many clinical situations that required intubation. The committee continues to support the 
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learning of all skills within scope of practice. Mt. Sinai was going to compare two groups regarding 
development of intubation skills - 1. See one, do one; 2. Observe intubation video followed by 
practice on a mannequin prior to supervised clinical practice. 
Use of Laryngeal Mask Airways: As the initial airway of choice is not recommended due to 
limited data. If respiratory efforts are absent or inadequate so that assisted ventilation is required, 
1 00% oxygen should be delivered by bag valve mask or bag endotracheal ventilation. 
Midwifery Certification in Unregulated Provinces: The committee supports the 
certification of unregulated midwives in unregulated provinces, but does not support training of 
unregulated practitioners in regulated provinces. Newfoundland is the only province that will not 
include lay midwives in their NRP certification process. The committee did not support this position. 
_ National guidelines: Members of the committee will liaise with the Canadian Institute of 
Child Health (CICH), the Canadian Paediatric Society (CPS), the CCFP and Heart and Stroke 
Foundation Canada in reviewing future plans to support revisions of the CICH document entitled 
National Neonatal Resuscitation Guidelines. The NRP committee will seek representation within 
the SOGC when guidelines are developed that include the care of the neonate. 
Maternal and Newborn Care Committee to the Canadian Association of Midwives (CAM) 
Karyn Kaufman represents CAM on this committee (report given to Ann Chaulk). 
The Maternal and Newborn Care Committee was established by the College of Family 
Physicians of Canada (CFPC) in 1997. The primary purpose of the Committee is to support the role 
of family physicians in maternity care. Representative of other organizations whose members 
provide maternity care were invited to participate as guest members. These organizations include 
CAM (formerly CCM), Society of Obstetricians and Gynaecologists of Canada (SOGC), CPS, 
Canadian Nurses Association (CNA), and the Society of Rural Physicians of Canada. The meeting 
agendas include an exchange of information with the guest professional organizations in order to 
coordinate and collaborate on issues that are multi-professional. The Committee meets twice per year 
at the national office of the CFPC (Mississauga, Ontario). 
The work of the Committee provided the basis for the national conference, The Future of 
Maternity Care in Canada: Crisis and Opportunity held in London, Ontario, November 2000. This 
conference provided opportunities for family doctors, obstetricians, nurses and midwives to discuss 
common concerns and engage in joint planning work. The proceedings, including recommendations 
of the conference attendees will be issued soon . 
Other examples of the Committee' s work include assisting with development and review of 
guidelines about maternity care to ensure that the perspective of primary care providers is included 
when specialty societies are issuing practice guidelines. The Committee has sponsored the writing 
of position papers, e.g. family medicine residency training in maternity care, the impact of violence 
for pregnant women. Members are kept up to date about relevant national work, such as the 
Canadian National Surveillance System. 
Currently, there are discussions taking place between family physicians and obstetricians 
about a possible merger of the content in the ALSO and ALARM courses in order to have a single 
Canadian focused emergency skills course for physicians. There is an expressed interest in having 
midwives involved in this effort. 
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Some Midwifery Happenings Around the Country (a summary from CAM notes supplied to Ann 
Chaulk). 
British Columbia. (40,165 births in 2000). Regulated midwifery commenced in January 1998. 
There are now 60 midwives in active practice, as autonomous primary care providers. Midwives 
have hospital privileges. Recommendations from a Coroner's inquest into the death of a baby born 
at home have resulted in the BC Ambulance Service agreeing that the Midwife should function as 
the most responsible professional in charge of care when emergency medical services have been 
called to a home setting. There is a high demand for midwifery services and often potential clients 
have to be turned away on the Lower Mainland. More midwives are ·needed. Funding from Human 
Resources Development Canada has allowed the College of Midwives ofBC to develop the tools 
necessary to offer annual PLEA assessment cycles for the foreseeable future, to bring more midwives 
who have received training and education from outside ofBC into registration and practice in BC. 
The BC Ministry of Health will continue to fund supervisors for their work until March 31, 2002. 
A midwifery education undergraduate degree programme commences at UBC in September 2002. 
Midwifery care continues to be fully funded by the Ministry of Health. Midwives' income 
is capped at the equivalent of 40 complete courses of care. Midwives are responsible for paying all 
overhead expenses including $6,700 in annual professional fees and liability insurance costs. In April 
2002 the yearly registration fee with the College of Midwives ofBC will increase to $1,300. The 
Midwives Association ofBC's annual fee is $1,500, and liability insurance is $4,000. Liability is 
provided through a self-insurance program managed by the Risk Management Branch of the Ministry 
of Finance and Corporate Relations ofBC. There continue to be reports of unregulated midwifery 
and in 2001 the BC Supreme Court granted permanent injunctions against three unregulated 
practitioners. 
The consumer support group has now changed to the Association for the Improvement of 
Maternity Services BC Chapter (AIMS BC) www.aims.org.uk 
Alberta. (35,938 births in 2000). Midwifery has been regulated since 1998, but is not funded. 
Midwifery services cost $2,500 per course of care, which is paid directly by the client. Currently a 
committee of government officials and health region officials are investigating the possibility of 
funding midwifery services in the province. There are 22 registered midwives practicing in Alberta 
and they attend 1% of the province' s births, mainly at home. With the exception of hospital 
privileges, all midwives practice within their full scope with access to diagnostic and referral 
. 
servtces. 
In 2001 the Integration of Midwifery Services Evaluation Project funded the services of one 
midwife who provided shared care with general practitioners for 150 births at one hospital. • 
Saskatchewan. (12,541 births in 2000). Midwifery legislation was passed in May 1999 but 
as there was no funding provided it has not been implemented. There are five midwives practicing 
and they are paid directly by the client. The Midwifery Association of Saskatchewan continues to 
liaise with the government, but midwifery is not considered to be a priority. 
Manitoba. (14,170 births in 2000). In June 2000 midwifery became a legally funded health 
service in Manitoba. Twenty-three midwives are salaried employees of the regional health authorities 
(RHAs) across the province, and 17 of these midwives are employed in Winnipeg. Due to funding 
and jurisdiction issues the midwives are not permitted to cross ~ borders. Midwives are insured 
by their employer's insurance. 
• 
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The University of Manitoba has approved a midwifery programme that is currently waiting 
for funding. A School of Midwifery will exist within the Faculty of Nursing with students graduating 
with a Bachelor of Midwifery degree. 
Ontario. (130,672 births in 2000). On January 1, 1994, Ontario beca~e the first province in 
Canada to regulate and fund midwifery as a primary care health profession. At that time 60 midwives 
were registered, and the College of Midwives of Ontario became the regulatory body for the 
profession. The Midwifery Education Programme, a university degree-granting programme, 
commenced admitting students in September 1993 at the three universities which formed a 
consortium and offer a collaborative programme. Midwives hold hospital admitting and discharging 
privileges, and conduct spontaneous deliveries in both the hospital setting and at home. Midwives 
are organized into independent practice groups. In usual circumstances two midwives are in 
attendance at every birth, in whichever setting the birth occurs. Women receive continuity of care 
from no more than four midwives. 
Midwives in Ontario are fully funded as independent healthcare providers through a funding 
agreement with the Ontario Ministry of health and Long-term Care. Practice groups submit monthly 
invoices of completed courses of care to approved local Transfer Payment Agencies (such as a 
Community Health Centre) who convey the funding from the Ministry of Health and Long-term Care 
to the practice group. 
Q~ebec. (71,463 births in 2000). Midwifery legislation was implemented in September 1999. 
Midwives attend about 1 ,200 births at six birthing centres. There are also two centres in the north, 
at Inukjuak and Povurnituk, where more than 100 Inuit women receive midwifery services annually. 
The current midwifery legislation does not permit midwives to attend home births, and so some 
women give birth unattended rather than go to a hospital. The Ordre des Sages-Femmes du Quebec 
has submitted to the government the necessary regulations for home births. There is a perpetual 
waiting list at most birthing centres and the government is now planning to fund two or three new 
birthing centres in the province during the next fiscal year. There are now 4 7 students enrolled in the 
first three years of the midwifery programme at the University of Trois Riviere. In June 2003 it is 
hoped to have the first new graduates from this programme. 
Midwives are publicly funded and receive a flat rate salary that has only received small 
increments since 1991. 
New Brunswick. (7,650 births in 2000). Midwifery is not yet an established profession, and 
there is no midwifery legislation. 
Prince Edward Island. (1 ,493 births in 2000). Midwifery is not regulated and there are no 
reports of midwives practicing anywhere on the island. Midwives did participate in discussion with 
researchers on the Health Human Resource Planning project. A coalition of doulas, consumers, and 
midwives is being planned, which could provide education to the public about midwifery. 
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Nova Scotia. (9,267 births in 2000). In May 1999 the interdisciplinary Working Group on 
Midwifery submitted to the provincial Department of Health their document containing the blueprint 
for the regulation and implementation of midwifery in the province. This document underscored the 
need for the collaborative integration of the practice of midwifery within the health care system. The 
Department of Health reviewed the Working Group's recommendations and promised to implement 
its findings. Since that time the Department has been subject to provincial leadership elections, 
ministerial changes, the complete restructuring of the Atlantic Provincial Health Care Systems, and 
striking nurses. In September the Association of Nova Scotia Midwives (ANSM) was taking part in 
the advisory Committee on Primary Health Care Renewal, at which the ANSM was submitting an 
outline for a free-standing collaborative birthing centre with midwives as primary care providers. 
The Department has assured the ANSM of its continued commitment to the regulation and 
implementation of midwifery in Nova Scotia. A small group of practicing midwives continues to 
provide care and assistance at home and at hospital births all over the province, and sometimes in 
other Atlantic provinces where there are no practicing midwives. 
Newfoundland and Labrador. (4,886 births in 2000). Copies of the full Live Birth Trends 
1996-2000 are available at http://www.nlchi.nf.ca/dev.php. Reports of the Midwifery 
Implementation Committee have been included in past issues of the AMNL Newsletter. 
Northwest Territories and Nunavut. (1,393 births in 2000). In January 2001 the midwives 
from Fort Smith, NT, and the midwives at the Rankin Inlet Birthing Centre, NU, became the 
founding members of the Midwives Association of the NWT and Nunavut. 
There is no regulation of midwives in Nunavut. The Minister of Health and Social Services 
has discussed midwifery in the Nunavut Legislative Assembly where he commented positively on 
the Birthing Centre in Rankin Inlet, which has been successfully running since 1993. Originally as 
a birth centre for the women of Rankin Inlet and now for women from the Kivaliq (Keewatin) 
region. There is no time frame available as to when and how midwifery will be legalized and 
implemented in Nunavut. Requests to have a midwife manager have been denied, and at times 
midwifery does not appear to be a priority with the Department of Health and Social Services. 
There is no re~lation of midwives in the Northwest Territories. The two midwives in Fort 
Smith take care of about 75% of all pregnant women in the community. The service is not funded 
by the Department of Health and Social Services. A group of women .has formed the Nik'e Niya 
Community Birth Centre, a non profit organization working towards the development of a 
freestanding birth centre. The group is seeking funds for the building and operation of the birth 
centre, which will be located on the Alberta side of Fort Smith, where midwifery is regulated and 
midwives can obtain liability insurance. 
Yukon. (360 births in 2000). A midwife has opened a maternity centre in Whitehorse that 
serves the purpose of providing comfortable home-like housing for women from out of town who 
are forced to travel to Whitehorse to give birth. Most women want the facility to be an actual birthing 
centre, but political work has to be done before this can happen. There is no funding either for 
women choosing midwives as their birth attendants or for women's travel and accommodation 
expenses when leaving their own communities to give birth. Midwifery is a much-wanted service 
in the Yukon. 
• 
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Outcomes of planned home births versus planned hospital births after regulation of midwifery 
in British Columbia (CMAJ, February 5, 2002). Patricia A. Janssen,*~ ShooK. Lee,* Elizabeth 
M. Ryan, t Duncan J. Etches,t Duncan F . Farquharson,§ Donlim Peacock,~ Michael C. Kleint 
Abstract 
Background: The choice to give birth at home with a regulated midwife _in attendance became 
available to expectant women in British Columbia in 1998. The purpose of this study was to evaluate 
the safety of home birth by comparing perinatal outcomes for planned home births attended by 
regulated midwives with those for planned hospital births. 
Methods: We compared the outcomes of862 planned home births attended by midwives with those 
of planned hospital births attended by either midwives (n = 571) or physicians (n = 743). 
Comparison subjects who were similar in their obstetric risk status were selected from hospitals in 
which the midwives who were conducting the home births had hospital privileges. Our study 
population included all home births that occurred between Jan. 1, 1998, and Dec. 31, 1999. 
Results: Women who gave birth at home attended by a midwife had fewer procedures during labour 
compared with women who gave birth in hospital attended by a physician. After adjustment for 
maternal age, lone parent status, income quintile, use of any versus no substances and parity, women 
in the home birth group were less likely to have epidural analgesia (odds ratio 0.20, 95% confidence 
interval [CI] 0.14-0.27), be induced, have their labours augmented with oxytocin or prostaglandins, 
or have an episiotomy. Comparison of home births with hospital births attended by a midwife 
showed very similar and equally significant differences. The adjusted odds ratio for cesarean section 
in the home birth group compared with physician-attended hospital births was 0.3 (95% CI 
0.22-0.43). Rates of perinatal mortality, 5-minute Apgar scores, meconium aspiration syndrome or 
need for transfer to a different hospital for specialized newborn care were very similar for the home 
birth group and for births in hospital attended by a physician. The adjusted odds ratio for Apgar 
scores lower than 7 at 5 minutes in the home birth group compared with physician-attended hospital 
births was 0.84 (95% CI 0.32- 2.19). 
Interpretation: There was no increased maternal or neonatal risk associated with planned home 
birth under the care of a regulated midwife. The rates of some adverse outcomes were too low for 
us to draw statistical comparisons, and ongoing evaluation of home birth is warranted. 
Contents • Abstract • Introduction • Methods • Results • Interpretation • References 
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by caesarean section - are current standards achievable? Observational case series. British Medical 
Journal, 322, 1330-1333. 
Woods, S. E., & Raju, U. (2001). Maternal smoking and the risk of congenital birth defects. 
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Cost of Journals and Memberships for Individuals in Canada 
Canadian Public Health Association (CPHA). Membership fees for 2002 are: Regular 
·$110.00, student/retired/low income $65.00. Conjoint membership in CPHA and NLPHA- regular 
$107.00, student etc. $65.00 and these subscriptions include the Canadian Journal of Public Health 
(6 issues a year) and the CPHA Health Digest. . 
Contact: CPHAat: 400-1565 Carling Avenue, Ottawa, ON, KIZ 8Rl (E-mail: info@cpha.ca ; Web 
site: www.cpha.ca ). 
Direct Newfoundland and Labrador Public Health Association (NLPHA) membership is $20.00 for 
all categories and only includes a Newsletter. Contact: NLPHA, P.O. Box 8172, St. John's, NF, AlB 
3M9. 
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MID IRS Midwifery Digest (quarterly) £55.00. To have access to on-line information one has 
to pay £67.00 by credit card for CAT payments to be made each month. (The actual cost may vary 
according to the currency rate of exchange). 
Contact: MID IRS, 9 Elmdale Road, Clifton, Bristol BS8 1 SL, England (Web site: www.midirs.org) 
Chronic Diseases in Canada (quarterly) Free for a paper copy, or may be accessed from the 
Internet http://www. hc-sc. gc. ca/pphb-dgspsp/publicat/ cdic-mcc/index. html . 
Contact: Chronic Diseases in Canada, Population and Public Health Branch, Health Canada, 
Tunney's Pasture, Address Locator: 0602C3, Ottawa, ON, KIA OL2 
Involving You (quarterly newsletter). Free from the Office of Consumer and Public 
Involvement, Health Products and Food Branch, Building 7, Address Locator 0701Cl , Tunney's 
Pasture, Ottawa, ON, KIA 012. (Telephone 902-426-2160 for Atlantic region, 613-957-2991 for 
national office). (Web site: www.ocapi.hc-sc.gc.ca ). 
Have You Read? 
Health Sciences Library, Memorial University of Newfoundland. (2002, Winter). Electronic 
Journals. Library Links, 1 5(2), 1-2. 
The Health Sciences Library has increased its electronic journal subscriptions significantly 
during the past year. There is now easy access to many more journals and one does not have to be 
using the MUN server. One just uses the library ID number on the library card, plus the pin number. 
The service is available to MUN faculty and graduate students. The library web page may 
be accessed directly by entering from the main MUN web page at http://www.mun.ca and clicking 
on libraries. Wheri on that page click on Health Sciences Library. In the top right-hand comer is an 
icon for off campus, i.e. those not using MUN's server but another server such as sympatico or 
roadrunner, etc. When the icon is clicked a box appears in which is entered the library card ID and 
the pin number. When this is done, one may click on data base. Data Base will give a listing which 
includes Medline, Unicorn, Web of Science, Cochrane, etc. These may be searched the same as if 
sitting in the library. 
One may enter directly into the electronic journals by entering 
http://www.med.mun.ca/hsl/sites/ejournal.htm or else through the university web page. 
With the ID and pin number many of the articles in the listed journals may be read. There are still 
certain journals which are not available through this system as the publishers either do not allow a 
wide circulation of e-joumals or else insist that a whole package has to be subscribed to. Also, some 
journals, such as the New England of Medicine, have discovered that . there is a decrease in 
subscribers and so now require the paper copy be bought before access to the ejournal is permitted 
to the subscriber only, not for a multiple circulation. 
Most of the off-site service is also available to the Health Care Corporation of St. John' s 
employees. They enter through the Newfoundland and Labrador Health Knowledge Information 
Network (NLHKIN) by entering http://www.med.mun.ca/nlhkin . Although NLHKIN does not 
include access to all of the e-journals it does allow access to major clinical titles that are freely 
available on the Web. 
There is also a service where one can receive the Table of Contents (TOC) regularly by e-
mail direct from the publishers. However, check to see if this is offered as a free service or if there 
is a charge. One can then see if they wish to go to the library to read a particular journal article. There 
are various other journals to which one may have partial or complete access to articles. Some editors 
choose one or two articles for public access but charge a registration fee for the remainder. 
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Some other journals, and other sites that offer access to various data bases include: 
Bandolier - www.jr2.ox.ac.uk:!bandolier 
Birth - www. blackwellscience. com/journals/birth/index. html 
British Journal ofMidwifery- www.britishjournalofmidwifery.com/articles.htm 
Canadian Association of Midwives- www.canadianmidwives.org (members pass word is "catch") 
has the February 2002 copy of CAM News. 
Canadian Medical Association Journal- www.cma.ca/cmaj 
Canadian Nurses Association- www.cna-nurses.ca 
ICM- www.yale.edu/intlmidwives/index.html 
ICM Research Standing Committee- www.yale.edu/intlmidwives/research.html 
Journal ofMedical Ethics- www.bmjjournals.com 
Midwifery Research- www.jiscmail.ac.uk/lists/midwifery-research.html 
· National Electronic Library for Health- www.nelh.nhs.uk 
Nursing Standard- www.nursing-standard.co.uk 
Qualitative Research Journal- www.latrobe.edu.au/aqr 
Royal College ofNursing- www.rcn.org.uk/home/home.html 
Virtual Midwifery Library- www.uea.ac.uk/%7Ex645/welcome.html 
Women's Health- www.womenshealth-elsevier.com/doc/journals.html 
Useful links from the following: www.doh.gov.uk/research 
www.york.ac.uk/inst/crd/sites.htm 
www.mwri.magee.edu/html and click on "related sites" for various US government and other health 
sites 
Other: 
www.beststart.org then click on what is new, click on Preterm Birth- Making a Difference. This 
manual, jointly prepared by PPPESO and SOGC, is for physicians/midwives/nurse practitioners. 
www.cps.ca has a joint statement on Shaken Baby Syndrome, and new guidelines on loss and 
bereavement for health care professionals. Also new position statement on testing for IllY infection 
during pregnancy. (Enter information in the menu search box). 
http://meds.queensu.ca/nursing/grad/medves/ExecSummary2.htm Maternal child nurse researchers' 
forum hosted by the University of Ottawa, November 30, 2001 . Includes current gaps in maternal 
child research and a national strategy for maternal child research. 
http://www.healthcarecommission.ca - to see the submissions by national organizations. The 
Canadian Midwifery Regulators Consortium (of Colleges) paper is shown: Regulated Midwifery and 
the Future of Health Care in Canada. 
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Articles 
Midwifery and Related Topics 
Arctichealth web site launched. AWHONN Lifelines, 6(1), 67. [Visit 
http:/ I arctichealth. nlm. nih. gov J 
Crozier, K. (2001). Technology: Is it killing the art of midwifery? RCM Midwives Journal, 
4, 410-411 . 
Gaskin, I. M. (2002). Spiritual midwifery (3rd ed.). Publication date March 2002. 
Ottani, P. A. (2002). Embracing global similarities: A framework for cross-cultural obstetric 
care. JOGNN, 31(1), 33-38. 
Genetics 
Birth defect gene found [Noonan Syndrome]. (2002). RCM Midwives Journal, 5(1), 7. 
New answers to miscarriage found. (2002). AWHONN Lifelines, 6(1), 16. [Repeated 
pregnancy loss may be due to a genetic flaw located in the X chromosome. A blood test will help 
in the assessing ofwomen with this X-linked recessive lethal trait.] 
Labour and Birth 
Davies. B.L., & Hodnett, E. (2002). Labor support: Nurses' self-efficacy and views about 
factors influencing implementation. JOGNN, 31(1), 48-56. 
Gilder, K., Mayberry, L. J., Gennaro, S., & Clemmens, D. (2002). Maternal positioning in 
labor with epidural analgesia. Results from a multi-site survey. AWHONN Lifelines, 6(1), 40-45. 
[This issue of Lifelines also includes a letter from a concerned RN certified childbirth educator, 
regarding hospitals no longer employing ICEA or Lamaze International Certified Childbirth 
Educators as they provide too much information, and follow the ICEA motto of"freedom of choice 
based on knowledge of alternatives" . Hospitals do not want questions raised about the procedures 
practiced, including epidural analgesia]. 
Weiss, M. E., Saks, N. P., & Harris, S. (2002). Resolving the uncertainty of preterm 
symptoms: Women's experiences with the onset ofpreterm labor. JOGNN, 31(1), 66-76. 
Infections 
Clinical issues: Perinatal infections. JOGNN, 31 ( 1 ), 86-112. 
Neonatal Care 
Clarke, M., Mitchell, A., & Walker, R. (2002). Kernicterus and the healthy term newborn. 
PPPESO Perinatal Newsletter, 19(1), 2-4. 
Postpartum 
Maley, B. (2002). Out of the blue. Creating a postpartum depression support group. 
AWHONN Lifelines, 6(1), 62-65. [Includes a list of web sites]. 
Strass, P. (2002). Postpartum depression support. Canadian Nurse, 98(3), 25-28. [Every year 
about 35,000 Canadian women have this ailment]. 
Breastfeeding 
Dennis, C. L. (2002). Breastfeeding initiation and duration: a 1990-2000 literature review. 
JOGNN, 31(1), 12-32. 
16 
Women's Health 
Jones, M. L., Weiss, K., Stichler, J. F., Noonan, M. D ., & Looker, P . (2002). Strategy into 
action. Developing a women's health marketing plan. Part 2 . AWHONN Lifelines, 6(1), 32-38. 
Little, M . (2002). Advocating safety. "Whistle-blowing" in the US and Canada. A WHONN 
Lifelines, 6(1), 18-20. [Some web sites are shown] 
McKeon, V. A. (2002). Exploring HRT. Gauging the benefits, risks, and unknowns of 
hormone replacement therapy. AWHONN Lifelines, 6(1), 24-31 . [May protect against osteoporosis, 
cardiovascular disease, colon cancer, Alzheimer's disease. Associated risks include gallbladder 
disease, endometrial cancer, venous thromboembolism, breast cancer. Some web sites are listed]. 
Research and Models 
Paterson, B. (2002). Research can be part of practice. How the IWK Grace Health Centre in 
Halifax has built a nursing research culture from the ground up. Not surprisingly, it started with 
leadership. Canadian Nurse, 98(1), 16-17. 
Simpson, J., & Taylor, D . (2002). Do conceptual models of nursing work today? Canadian 
Nurse, 98(2), 24-26. 
Turner, L. A., Cyr, M., Hinch, R. A. H., Liston, R ., Kramer, M. S. , Fair, M., & Heaman, M., 
for the Maternal Mortality and Morbidity Study Group of the Canadian Perinatal Surveillance 
System. (2002). Under-reporting of maternal mortality in Canada: A question of definition. Chronic 
Diseases in Canada, 23(1), 22-30. 
Turner, L. A., Kramer, M . S., & Liu, S., for the Maternal Mortality and Morbidity Study 
Group ofthe Canadian Perinatal Surveillance System. Chronic Diseases in Canada, 23(1), 31-36. 
[By linking birth and death certificates some of the findings between 20 weeks gestation and 225 
days postpartum were: having had a child recently appears to protect Canadian women from death 
due to injury; they were less likely to commit suicide or to be the victim of homicide and the deaths 
which did occur were in the postpartum period and none during pregnancy. The number of deaths 
from suicide increased substantially in the second six-month period but was still well below the 
expected number. Women who become pregnant and remain pregnant are healthy and more likely 
to avoid harmful behaviours. The number of deaths due to diseases of arteries, arterioles~ capillaries 
and cerebrovascular disorders were higher than expected. Under lCD 9 these last causes were 
counted as "direct" obstetric deaths, but under lCD 10 they are counted as "indirect" causes.] 
Whitton, P. (2002). The safety of herbal preparations. RCM Midwives Journal, 5, 98-99. 
[Strongly accuses the writer of an article in the December issue of RCM Midwives Journal of not 
researching the subject and so providing inaccurate information]. ,. 
Indonesian Visit by Pearl Herbert. 
In 2001, I spent five weeks in Jakarta teaching graduate students and consulting with faculty 
in the Faculty of Nursing at the University of Indonesia. During this time I had the opportunity to 
learn a little about this large country and visit two hospitals, although I did not do any clinical 
teaching and so cannot comment on the type of care provided to mothers and babies. 
The Country. Indonesia consists of five main islands and 17,508 small islands of which 
3,000 are inhabited. In a travel brochure the islands of Indonesia are described as "a jewelled diadem 
of emeralds set in a sapphire sea" (Bales Worldwide). The country is 5,110 km from east to west and 
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1,888 kilometres from north to south, and crosses the equator. Of the 5,193,250 square km, 39% is 
land and 61% sea. There are 27 provinces divided into 241 regencies, 55 municipalities, 3,625 
subdistricts and 67,033 villages, and about 500 tribes with their own cultures, languages and dialects. 
The official language for the whole country is Bahasa Indonesia. There are more than 210 million 
people of whom 94% are Malay, and 87% are Moslem. Indonesia is the fourth most populated 
country in the world (after China, India, USA). Indonesia is said to have one of the highest maternal 
mortality rates in the world. It is also said that about 50% of births that occur in rural areas are not 
registered and while I was visiting there was a week when officials were trying to locate and provide 
birth certificates to some of these unregistered people. There is also a very high rate of tuberculosis, 
and the disease which most affects older women is osteoporosis. 
The Midwifery Association. The students arranged for me to visit the Indonesian Midwifery 
Association, located at the Midwifery Academy, where I met the head of the Academy. The 
Indonesian Midwifery Association is a member of the ICM, and the day before my visit, Indonesian 
midwifery had celebrated their 56th(?) anniversary. The Academy is a large building which contains 
a school of midwifery. The students may enter from high school and take a four-year course, or later 
and take a three-year course of 64 credits. It is the same requirement for nurses. During their training 
the students are required to have 50 deliveries. We then went to visit the Head of the Subdivision 
ofExcellence Program, Centre for Health Work Force Education, Ministry of Health, where I was 
asked many questions about the midwifery education programmes in Canada. 
Hospitals 
With an instructor and the students I was taken on a visit to the CPTO Mangunkusumo 
General Hospital which adjoins the University, and was originally built in the late 19th century, and 
then extended. 
Outpatients. The Head Nurse of Outpatients showed us around the unit. This is a tertiary care 
hospital for the whole country and so has many clinics dealing with high risk conditions, such as 
diabetes and other endocrinology conditions, fertility conditions, gynaecological conditions as well 
as obstetrical conditions. All the instruments are boiled in small sterilizers as they have no central 
sterilizing room. They also do not have the equipment for examining 60 patients a day and so have 
to quickly sterilize instruments to be ready for the next patients. The examining cubicles are 
separated by curtains. (This took my memory back 40 years to my Part II midwifery at Paddington 
General in London). Everything is medically oriented with the resident doctors doing all the prenatal 
examinations and the nurses just doing the blood pressure, weight and urine checks. 
Labour and Delivery. We went upstairs to the labour and delivery area. There we had to take 
our shoes off and put on flip-flops and a hospital gown. A senior resident doctor promptly took 
charge of showing us around the unit. There are first stage rooms and then when women are in active 
labour they move to another room. In this delivery room there are two beds separated by a moveable 
screen. They all wear their own clothes and there did not appear to be any one-to-one support. The 
woman would be unable to have her own support person because there is really no privacy. (A 
support person would be another female, as culturally husbands do not get involved with childbirth). 
Usually the women do not receive any analgesia while in Jabour. Then afterwards the babies are 
taken to a nursery to be checked, and kept there for three hours before being sent to the postpartum 
ward. The mothers are sent to the ward an hour after giving birth. There was a room for mothers who 
had high risk conditions such as hypertension (very common). There were also rooms for m~thers 
who had infections. We visited the NICU and noted that the babies have their footprints recorded. 
I8 
The doctor in labour and delivery was very interested in what happened in Canada, and we 
had a discussion about one or two layers closing after a cesarean section. They follow the policy of 
once a cesarean section always a section. He questioned whether it could be any different if there had 
been a previous problem, so I asked him about if it was a problem with the baby or with the mother. 
The following time it would be a different baby. They use a partogram for normal labour, and 
misoprostol ( cytotec) for inductions and haemorrhage. 
Episiotomies are common and the students told me that in some locations women who have 
problems with an episiotomy healing sometimes heat a rock in the fire, take it out and cover it with 
cloths, and then sit on it. In other places there is a fern which is boiled and the water put in a bath 
in which they sit. 
Postpartum. We visited the postpartum floor, and saw the mothers who had received a 
cesarean section. They would be going home in three days if they had a lower transverse incision; 
but if they had a median abdominal incision they would be discharged in five days. After a normal 
birth they would go home in 24 hours. There is complete rooming in, unless the baby is not well, and 
if the mother is away from the ward the baby is placed in the corridor with a mosquito net over the 
bassinet. The bassinets have a cupboard where supplies are kept, but the mothers have to supply all 
of their own clothes and clothes for their babies, and have to arrange for their own laundry. 
Apparently there are three stages of care, depending on money. Class 3 is for the poor and 
there are six beds to a room, class 2 for those who can pay and there are two beds to a room, and 
class I for private care where there is air conditioning and one bed to a room. In class I they are also 
able to choose their own doctors. We did not see any of these rooms. 
I also visited RSAB Harapan Kita (Hospital for Mothers and Babies and Children). This 
is a more modern hospital where there are 300 births a month. As it is next door to the national 
centre speciaJizing in heart disease, pregnant women are admitted to this Mother and Baby Hospital, 
where about I 0% of births are to women with cardiac problems. I was told that often these cardiac 
problems are due to congenital reasons. 
Labour and Delivery. We had to put sandals on our feet but did not have to wear gowns. The 
mothers wear hospital gowns. The instruments are centrally sterilized. There is an admission room, 
a labour room, and then the mothers are transferred to the delivery room when in active labour. 
Partograms are used for normal labours, similar to the WHO one. The delivery rooms are double 
rooms with a screen between beds. The first class rooms are single rooms with birthing beds the 
same as we have in Canada. These rooms are air conditioned with a fiidge in the room, and a 
bathroom. After the birth there is a recovery room and then the mothers go to the postpartum floor. 
The babies are kept in the nursery for three hours before being sent to the postpartum unit. 
NICU. I saw the NICU which looked much like any unit in Canada. When I asked about 
developmental care and covering incubators so that babies can adjust to day and night, I was told that 
although they have apnea monitors they still need bright lights to observe the babies. I was also told 
that the babies under I,OOO g survive and do well. (Gestational age for viability is 28 weeks). All of 
the babies who have been in NICU are followed for five years, have hearing and vision tests and very 
few problems are found. 
Postpartum. There are 39 beds on the postpartum floor where I was shown one room where 
the mothers had received cesarean sections. All mothers breastfeed and there is rooming in. The 
gowns for all mothers and babies are provided by the hospital. 
• 
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Outpatients. We then proceeded to the outpatients department and saw various clinics held 
in individual rooms, and the fetal biophysical profile unit, where only doctors do assessments. We 
visited the fertility clinic, and about 15 years ago a team went to Holland to learn how to do these 
procedures. They have some good results for this very expensive procedure, which costs about Rp 
25 million per time, or more, depending on the procedure (Rupah 10,000 == $1.00 US in 2001). There 
is assisted fertilization and IVF, but at present they had stopped doing GIFT. They keep frozen 
blastocysts. I tried to find out what happened to unclaimed blastocysts but it seems that they are just 
kept. When I asked if they were used for research, I was told definitely not. 
I visited the prenatal education unit. There is also a relaxation room where mothers recline 
on bean bags and listen to music. There are bean bags for use in the large education room but I was 
told that they are not used during labour. The mothers can register for a complete package of II 
classes for Rp 400,000 or just for part of the package such as for relaxation or for consultations. 
Apparently multigravida mothers often just want consultation to update their knowledge. While the 
mothers are on the postpartum floor, they are given exercises for free. 
We also went to the lactation room, where there was nobody present but what I noticed was 
that the nurse escorting us at this point was holding a notebook which had a big advertisement for 
baby formula. In the prenatal education room all of the diagrams were framed and there was a notice 
at the bottom of each that the frames had been donated by a formula company. I did not see any of 
the packages given to mothers, but students have talked about these containing formula samples. 
(The Baby Friendly Initiative has not been fully enforced at this hospital). 
They have a menopause room, and many diagrams of the effects of osteoporosis, which I had 
been told previously was a great problem in this country. Looking through a window one could see 
women sitting on mats, and babies in hammocks. I was told that these are mothers and babies who 
have been transferred from elsewhere~ 
Although both of these hospitals provide tertiary care, they are very different. At the first 
hospital the nurses wore white with a variety of head coverings. At the second hospital the nurses 
were all in green, including green caps. Apparently they have a different colour for each day of the 
week. I was told that this is because there is a paediatric unit here and it is thought that the colours 
are liked by the children. Staff members are also transported to and from the hospital. Hospitals in 
Indonesia are supposed to admit I 0% of the poor who are unable to pay for their care, although at 
the second hospital the rate was given as 5%. Government workers, and hospitals are government 
employers, are entitled to receive a discount of one-third of their care. The first hospital building is 
obviously older, and is surrounded by buildings, and traffic is driven over potholes. The second 
hospital is newer, with a statue of a mother and child at the entrance gate. The building is surrounded 
by grass and trees, and the outside walk ways have tin roofs. The mothers in the first hospital have 
to supply all the clothes for themselves and their babies, whereas in the second hospital it is provided 
by the hospital. At both hospitals maternity care seemed medicalized, and things that one would 
expect a nurse to do are done by doctors, such as the biophysical profiles. I did not ask if the 
. . 
lactation consultant was a nurse or a doctor. 
Earlier in the week (June 24), I noticed that the front page of the Jakarta Post had the 
heading "Mothers target of battle over bottle" by Peter Kerr and Maria Kegel. Inside there were two 
other articles "Don't interfere with breastfeeding" by Peter Kerr, and "Formula not the only healthy 
way for kids" by Maria Kegel. The photos showed a mother bottle feeding, and the Secretary of the 
Association of Indonesian Pediatricians receiving 10 metric tons of baby food from Indofood. 
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Huge rise in birth defects (March 18, 2002, from www.bbc.co.uk) 
The number of babies born with certain birth defects has soared over the last five years, a 
medical charity has warned. The Birth Defects Foundation (BDF) suggests certain types of 
abnormalities have increased by up to 50% over that time. The BDF estimates one in 16 of all births 
results in neonatal abnormalities such as cleft palates of malformations of the hands and feet, around 
six times higher than official figures report. The charity says this could be because they count all 
birth defects, rather than just the most severe, some defects may not become apparent for some time, 
and because official statistics rely on a voluntary system of reporting. 
Figures from the UK Office for National Statistics show there were 7,284 children born in 
2000 notified to t.he National Congenital Abnormality System. But the BDF said this "seriously 
underestimated" the true situation. The charity is launching a campaign on Monday to spell out a 
five-point plan to give mothers a better chance of having a healthy baby. The plan will cover family 
medical history, taking folic acid supplements, reducing alcohol, stopping smoking and eating a 
balanced diet. 
Oestrogen link 
The occurrence of some birth defects has declined, but the BDF has shown a sharp rise in 
three specific defects; cleft lip or palate, gastroschisis (abnormality of the abdominal wall) and 
hypospadias (a condition affecting boys in which the opening of the penis is situated on the 
underside of the shaft). Why there has been a rise in certain types of defects is not clear, but long-
term use of recreational drugs by young mothers and an increase in oestrogen-like substances in diets 
are possible explanations. 
Research for the BDF suggests the incidence of cleft lip or palate, which can require a 
number of operations to repair, had increased from 5. 8 cases per 10,000 births in 1995 to 9.2 cases 
in 1999. Hypospadias has risen from 7.5 cases per 10,000 to 8.5. Gastroschisis, a weakness in the 
abdominal wall that leaves the intestines protruding at birth, has risen from 1. 3 to I . 9. The condition 
has been rising in both the UK and the US and is five times more common in teenage mothers than 
other age groups. Professor Michael Patton, medical director of the BDF and head of medical 
genetics at StGeorge's Hospital, Tooting, London, told BBC News Online said there were theories, 
though no proof, for why these relatively rare conditions were being seen more frequently. He said: 
"With hypospadias, it is just possible there could be an environmental effect, possibly with an 
oestrogen-like effect in the environment. That would be a potential theory, but we haven't done a 
study that proves it." Other experts have made a link between hypospadias and the fertility technique 
intracytoplasmic sperm injection. Professor Patton added: "Gastroschisis has always been a relatively 
rare abnormality. But there seems to have been an increase amongst younger mothers in urban areas. 
Practical planning 
"We don't have any positive proof, but there has been a suggestion that the wider use of a 
mixture of recreational drugs could be behind that increase." One success story highlighted by 
Professor Patton is the decrease in incidence of spina bifida, which has fallen by two thirds. This has 
been linked to boosting levels of folic acid, which is now given to all ·pregnant women. Sheila 
Brown, chief executive of the BDF, told BBC News Online it was important prospective parents 
were aware of family medical history of conditions such as congenital heart malformation, so they 
could make practical plans like having the baby in hospital rather than at home. She added: "We're 
not saying that all birth defects are caused by drinking, smoking or street drugs. But we are saying, 
if you want to give your child the best chance in life, then you can by following the points in the 
plan." 
• 
• 
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Conferences As this information comes from a variety of sources the editor takes no responsibility 
for any errors. 
2002 
April 14-18, 2002. "Midwives and Women Together for the Family of the World", ICM 26th 
Triennial Congress, Vienna, Austria. 
Cost: After October 31 , EUR 440.00 
Contact: Congress Office Midwives 2002, c/o Wiener Medizinische Akademie, Alser StraBe 4, A-
1090 Wien, Austria (Fax: 011-43-1-407-8274; E-mail: midwives@medacad.org Web site: 
http://www.icm-congress.com) 
April 25, 2002. "Midwifery Models for Excellence: Strategies for Achieving Good Midwifery 
Practice", Edinburgh, Scotland. Speakers include Mavis Kirkham, Jane Walker, and others. 
Contact: Association for Improvements to Maternity Services, 40 Leamington Terrace, Edinburgh 
EH1 0 4JL (Telephone: 0 11-44-131-229-6259) 
May 1-3, 2002. "Midwifery: Building our Contribution to Maternity Care", Vancouver. Topics 
·include considering the sustainability of the profession of midwifery; generating recommendations 
for strengthening the long-term viability of the profession; discussing how the profession can 
increase its contribution to the maternity care environment especially in the area of rural and 
marginalized care. To produce a series of position statements and recommendations. 
Cost: After April 1 $175 includes lunch and breaks. Symposium rates for accommodation are 
available through Plaza 500 Hotel for $79 per night. 
Contact Liz Pendleton, Department of Midwifery, Children and Women's Health Centre of British 
Columbia, 4500 Oak Street, Room B329, Vancouver, BC, V6H 3N1 (Fax: 604-875-3261 ; E-mail: 
lpendleton@cw.bc.ca) 
May 2-3, 2002. "Current Issues in Perinatal Care", Annual Conference, Ottawa. Includes sessions 
on fetal implications of life-long health, lessons from the coroner. 
Contact: Robin Vandekleut, Conference Coordinator, Perinatal Partnership Program ofEastern and 
Southeastern Ontario (PPPESO) (Telephone: 613-738-3666; E-mail: rvandekleut@pppeso.on.ca) 
May 5, 2002. International Day of the Midwife. 
May 12, 2002. Canada Health Day, "Together for a Healthy Environment". 
May 12-18, 2002. National Immunization Awareness Week. 
May 16-18, 2002. Fifteenth International Conference for Nurses and Support Personnel in 
Reproductive Medicine, Fort Myers, Florida. 
Cost: Before April15 $375 US/After April 15 $425 US 
Contact Fifteenth REI Nurses, Serono Symposia USA, Inc., One Technology Place, Rockland, MA 
02370, USA (Fax: 781-681-2915; Web site: http://www.seronosymposia.org) 
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May 27-29, 2002. "Smoking in Pregnancy and Passive Smoking and Children", 2nd European 
Symposium, Stockholm. 
Contact: Terry Lawrence, Senior Health Development Advisor, Department of Public Health and 
Epidemiology, University ofBirmingham, Edgbaston, Birmingham Bl5 2TT, England. (Telephone: 
011-44-121-4143164; E-mail: P . T. Lawrence@bham.ac.uk) 
June 2-4, 2002. "Breastfeeding: The Science, the Art and the Myths", Joint National Breastfeeding 
Conference, sponsored by INFACT Canada, Humber College, Women's College Hospital, Toronto 
Public Health. 
Contact: INFACT Canada, 6 Trinity Square, Toronto, ON, M5G IBI (Fax: 416-591-9355; E-mail: 
info@infactcanada.ca; Web site: www.infactcanada.ca) 
June 2-5, 2002. "International Society for the Study of Hypertension in Pregnancy (ISSHP)" 13th 
World Congress, Toronto. 
Contact: Conference Secretariat, Office of Continuing Education Faculty of Medicine, University 
of Toronto, 500 University Avenue, Suite 650, Toronto, ON, M5G 1 V7 (Telephone: 
1-888-512-8173; E-mail: ce.med@utoronto.ca; Web site: http://www.cme.utoronto.ca/ISSHP) 
June 7-9, 2002. "Mother's Safety and Baby's Health" . Midwifery Today conference in China, as part 
of a tour. 
Cost: $395 US - does not include visa, travel, meals. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; Fax: 
541-344-1422; E-mail: inquiries@midwiferytoday.com; Web site: http://www.midwiferytoday.com 
June 11, 2002. Neonatal Resuscitation Program committee meeting, Toronto. 
June 12-16, 2002. 79th annual meeting of the Canadian Paediatric Society, Toronto. 
Contact: CPS (Fax: 613-526-3332; Web site: http://www.cps.ca) 
June 17-18, 2002. Nurse Practitioner Conference, St. John's. 
Contact: Professional Development, Faculty of Medicine, Health Sciences Centre, Memorial 
University of Newfoundland, AlB 3V6 (Telephone: 1-888-299-0676; Fax: 777-6032; E-mail: 
pdmed@mun.ca ; Web site: http://cme.med.mun.ca) 
June 23-26, 2002. "Diversity, Vision, Excellence and Commitment to Achieving Primary Health 
Care and a Quality Professional Practice Environment", CNA Annual Meeting and Biennial 
Convention, Toronto. 
Cost: By May 1: Members $467.50; Nonmembers $552.50; Students $165.75/After May 1: Members 
$550.00; Nonmembers $650.00; Students $195.00 
Contact: Canadian Nurses Association, Convention Dept., 50 Driveway, Ontario, ON, K2P 1E2 
(Telephone: 1-800-361-8404; E-mail: corporate@cna-nurses.ca; Web site: www.cna-nurses.ca ). 
June 23-26, 2002. "Lighting the Way", AWHONN Annual Convention, Boston. 
Contact: Association ofWomen's Health, Obstetric and Neonatal Nurses, 2000 L Street, N.W., Suite 
740, Washington, DC 20036 (Telephone: 1-800-245-0231 ext. 2425 (for Canada); Web Site: 
http://www.awhonn.org) 
• 
• 
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July 7-10, 2002. "Our Environment Health", Canadian Public Health Association 93rd Annual 
Conference, Yellowknife. Co-sponsored by the NWT/Nunavut Branch, CPHA. Sub-themes are 
Healthy Beginnings, Globalization, Linking Environment and Health, Evolution of Health 
Governance. 
Contact: CPHA, 400-1565 Carling Avenue, Ottawa, ON, LIZ 8Rl (Fax: 613-725-9826; E-mail: 
info@cpha. ca) 
September 23-27, 2002. "Nurturing the Future. Challenges to Breastfeeding in the 2181 Century", 
World Alliance for Breastfeeding Action Global Forum 2, Arusha, Tanzania. Focus on research, 
capacity building, popular mobilisation. To rally worldwide participation in the movement to protect, 
support and promote breastfeeding and childcare. To spread awareness on the rights of children and 
women to adequate food, health and care especially in developing countries. Setting up a Hall of 
Fame and a Hall of Shame to document industry violations of the Code. 
Contact WABA, P.O. Box 1200, 10850 Penang, Malaysia (E-mail: secr@waba.po.my; Web Site: 
http:www.waba.org.br or www.waba.org.my) 
November 2002. "Revitalizing Midwifery" including an International Midwifery Education 
Preconference Intensive, The Hague, Netherlands. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (TelephoJ!e 1-800-743-0974; Fax: 
541-344-1422; E-mail: conference@midwiferytoday.com; Web site: 
http :1 lwww. midwiferytoday. com 
November 14-16, 2002. "Surviving and Thriving: Coaching Mothers, Women and Nurses .Through 
Transitions", AWHONN Canada 13th National Conference, Halifax. 
Abstracts: By April 26, 2002. 
Contact: (Telephone: 1-800-245-0231 ext. 2425 (for Canada); Web site: http://www.awhonn.org 
Abstract from the AMNL to the Health Care Commission March 14, 2002 
Midwifery 
• In September 2000, at a meeting of the First Ministers it was agreed to promote healthy 
pregnancy, birth and infancy. 
• In November 2000, at The Future of Maternity Care in Canada conference participants were told 
of the decline in the number of physicians practicing obstetrics. 
• Midwives have the potential to be important members of the health team, but there is a need for 
education programmes and recruitment of midwives. 
• Midwives, as in the International Definition of a Midwife (WHO/FIGOIICM, 1992), are able to 
provide complete care to mothers and babies from preconception, through to 6 weeks postpartum, 
when everything is normal. But, legislation permitting this practice is not available in all 
provinces and territories. 
• Continuity of midwifery care from early pregnancy, through labour and birth, to 6 weeks after the 
birth, has been found to result in fewer interventions: which cost money. Studies have compared 
midwifery care to medical care and found that there were fewer drugs for analgesia in labour, 
fewer inductions or augmentation of labour, less electronic fetal monitoring, fewer episiotomies, 
fewer instrumental births, less days spent in hospital. There were no statistically significant 
differences observed in maternal and neonatal outcomes between medical and midwifery care 
(Hodnett, 2000). When legislation is implemented and midwifery is regulated, standards and 
policies, including when to consult and transfer care, have to be followed. 
• Breastfeeding is more likely to occur when mothers receive continuity of care from midwives. 
{This does not depend on social class because when midwifery care is publicly funded midwives 
are available to all women). Breastfeeding provides health advantages as it has been shown to 
improve babies' general health, growth, development and protects against a number of acute or 
chronic diseases. It was estimated that in the United States there could be a minimum of $3.6 
billion saving ifthe prevalence of exclusive breastfeeding increased to 75% ofbabies following 
birth and 50% at six months of age (Weimer, 200 I). 
• Continuity of midwifery care could save money, especially in provinces such as Newfoundland 
and Labrador where there is a high rate for induction of labour, cesarean sections, and low birth 
weight babies (Newfoundland and Labrador Centre for Health Information), and one of the worst 
breastfeeding rates in Canada (NPHS, 1996). 
Recommendations 
The Association requests that the Commission considers the following recommendations: 
• That steps be taken to introduce and enact legislation for autonomous midwifery in all provinces 
and territories; 
• That midwifery practice be publicly funded to allow accessibility to all women, regardless of 
location and socio-economic status; 
• That the Canada Health Act include midwifery as an essential service; 
• That sufficient appropriate education programmes be available and accessible (geographically 
and financially) for those wishing to become midwives; 
• That all midwives be enabled to meet the requirements of the Mutual Recognition Agreement on 
Labour Mobility in Canada for the midwifery profession. 
Association of Midwives ofNewfoundland and Labrador 
The Association of Midwives of Newfoundland and Labrador is a professional interest group 
because at present there is no current midwifery legislation in this province. There has been a midwifery 
association since 1974 (and there was one in the 1920s). One of the first Midwives Act in this part of the 
world was implemented here in 1920. The old legislation (which is reissued every few years) is still on 
the government's listings, but has not been used to issue licenses to midwives since 1963. The process to 
have midwives recognized as an autonomous profession, and able to practice in both institutions and the 
community, has been ongoing for several years. The Final Report of the Provincial Advisory Committee 
for Midwifery was submitted in May 1994. The Midwifery Implementation Committee finished its 
mandate in 2001. Midwives have been represented on both of these committees. It is hoped that 
midwives will soon be able to contribute towards the health services of this province. Until there is 
legislation there is no way of knowing how many midwives will wish to practice in this province. 
• 
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Issues in Ontario Midwifery 
Judy Rogers RM MA 
Judy is a founding member of ARM. She has been practis-
ing in Ontario, Canada, since 1990 and has been a 
member of the faculty of the Midwifery Education Pro-
gramme at Ryerson University since 1993. She is currently 
on sabbatical and trying to establish an integrated care 
model in a rural community on the British Columbia coast. 
MIDWIFERY in Canada is still is in its infancy but whether 
by evolution or revolution, change continues. Our numbers 
are growing. In Ontario, where midwives have been legally 
recognised for eight years, the number of registered mid-
wives has increased from 71 in 1994 to 216 in December 2001 
(Association of Ontario Mid\\ives. 2001 ). That increase is 
as a result of graduates from the Midwifery Education 
Programme and midwives who have been registered through 
the Prior Learning and Experience Assessment Process 
(Allemang eta/, 1996). In 2000. Ontario midwives attended 
4.5o/o of the births. It is projected that by 2020. Ontario will 
have almost I ~000 mid\\ives attending 300/o of the births in 
the province (College ofMid\\ives of Ontario, Association 
of Ontario Midwives, 2000). We have data available for 
1 998, and 34°/o of midwife attended births in that year were 
at home!(Kaufman and Hogenbirk, 2001) 
1\1odel of Midwifery Care 
There has been debate within the midwifery community 
in Ontario about the long-tenn feasibility of the model of 
midwifery care that has been established. The model 
consists of community based practices that provide conti-
nuity of care for prenatal, intrapartum and postpartum care 
up to six weeks for the woman and her baby~ choice of home 
or hospital birth, informed choice and recognition of the 
woman as the primary decision maker. Midwives have 
clearly delineated consultation and transfer protocols for 
referral to family physicians or specialists such as obstetri-
cians or paediatricians, but are autonomous primary care 
providers. 
Some practices are trying different structures to reduce 
their on-caB responsibilities. The traditional model of care 
has been for two midwives to share the care of each woman, 
alternating the prenatal visits .. with one attending the bulk of 
the la hour and the second coming for second stage .. the 
birth and the immediate postpartum. Postpartum care is 
often shared bet\\·een the two mid\\'ives as well. Some 
practices have instituted teams of mid\\·ives alternating a 
week of clinic in which they are not on call with a week of 
being on-call for all labours. This may be shared with 
another team in which the role of second midwife at the birth 
is provided by a midwife from an alternate team. 
Our governing body, the College of Midwives of 
Ontario, requires that in order to provide continuity of care 
there must be no more than four midwives involved in a 
woman's care. There have been tensions between midwives 
who value the traditional model and those who feel it 
impinges too much on their personal lives. Consumers have 
also begun to express concerns about losing the roots of 
midwifery (Knox~ 2001 ). The legal recognition of midwifery 
was very much the result of a collaborative effort on the part 
of consumers and midY.ives working together. The model as 
it has been created reflects the way midwifery was practised 
pre-legislation. Whether this model will be maintained 
under the increasing pressure of many forces remains to be 
seen (Van Wagner, 2001). 
Shortage of ~1aternity Care Proliders 
Canada is facing an impending crisis in maternity care 
providers \\·hich is already being felt in rural communities 
(Rourke, 1998~ Lofsky .. 1998: H utton-Czapski, 1998; 
Kaczorowski and Levitt, 200); Milne, 2001 ). Many small 
hospitals are closing their maternity services owing to the 
lack of family physicians Y.illing to provide intrapartum care~ 
shortages of nurses with maternity experience. and unavail-
ability of midwives in those communities. While it is not a 
problem that midwives can solve single-handedly. we must 
explore ways in which we can contribute to the solution. 
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Some midwives have been exploring models for inte-
grated care in rural communities in which a midwife could 
work as part of a team of care providers with family physi-
cians. hospital and community nurses. There is still consid-
erable resistance to midwifery in many small communities so 
it will remain to be seen whether midwives are welcomed as 
part of any solution to the shortage of care providers. Thus 
far our funding model has not included alternate payment 
structures such as salaried positions for isolated communi-
ties. though this has been instituted in other provinces. 
Demographics 
With the rapid growth of our profession. the majority of 
the midwives in Ontario have less than five years of clinical 
experience. That undoubtedly influences practitioners' 
experience of their work, and is a stressor for inexperienced 
and experienced mid\\'ives alike. This unusual demographic 
situation also limits the growth of our educational pro-
gramme. Each student is placed with mid\\1fe preceptors in 
community-based practices for five terms. This has meant 
that almost every midwife is asked to have a student after 
her first year of practice. Part -time mid\\ives usualJy ~share' 
a student in order to provide a sufficient case load within a 
practice. We try and place senior students with midwives 
who have four or more years of experience. It doesn •t take 
long to have more students than preceptors. 
There have been suggestions that we should use nurses 
as second attendants at hospital births, as is the norm in 
some other provinces (Tyson. 2001 ). This may or may not 
be welcome as the nursing shortage becomes more evident. 
It has been proposed as a way to enhance integration into 
the healthcare system and as a means to allow midwives to 
attend additional primary births with the time freed up from 
attending births as the second midwife. Missing from this 
debate has been consideration for the woman and her loss 
of the opportunity to know both the caregivers at her birth, 
the maintenance of midwifery skills as the second midwife 
which are required for home births, and the calculation that 
the amount of time saved by midwives not attending births 
as the second would add up to only 3.3 additional courses 
of care over a year for a full-time midwife. 
Increased access to midwifery care has been a major 
success of the legal recognition and funding of midwifery in 
Ontario. But there is much further to go to achieve full 
accessibility. We need midwives who more truly reflect the 
ethnic, cultural. and linguistic diversity of our population. 
Most midwifery practices are still turning away women 
because they are fully booked, so we need more midwives. 
Geographically there are many communities, rural and urban, 
that still don't have midwives in spite of the fact that 
Ontario has almost three times as many midwives as any 
other province in Canada. 
Achievements and Goals 
The past eight years have seen many accomplishments 
- the establishment of a governing body for a new self-
regulating profession. the creation of a baccalaureate degree 
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programme in midwifery which has been highly reviewed 
and has provided the basis for programmes in Quebec and 
British Columbia. the pro\ ision of midwifery care to more 
than 24.000 women in a provincially funded service -one 
third giving birth at home (Ministry of Health. 2002) .. and the 
proliferation of midwifery group practices into many new 
areas of the province. Midwives are also funded to provide 
a service to women who do not have legal status in Ontario, 
and therefore do not qualify for insured medical services 
from physicians. 
We are clearly meeting a need. The government has 
continued to provide funding in spite of a climate of cut-
backs in many other areas ofhealthcare. But there is still 
much to do. We need a postgraduate degree programme in 
mim\'ifery. We need more midwifery research. We need to 
find ways for genuine dialogue with consumers \\·ho are 
dissatisfied or worried about changes to the model. We 
need to be active participants in addressing the shortage of 
maternity care pro\iders across Canada. 
It is wonderful work. I can't imagine doing anything 
else. 
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The Mother-Friendly Childbirth Initiative 
The First Consensus Initiative of the Coalition for Improving Maternity Services (CIMS) 
Copyright 1996 by the Coalition for Improving Maternity 
Services (CIMS) National Office, POB 2346, Ponte Vedra 
Beach, FL 32004, (888) 282-CIMS, (904) 285-1613, Fax: (904) 
285-2120, <www.motherfiiendly.org>, Email CIMS at 
info@motherfriendly.org 
Permission granted to freely reproduce in whole or in part 
with complete attribution. 
Mission 
The Coalition for Improving Maternity Services (CIMS) 
is a coalition of individuals and national organisations with 
concern for the care and well-being of mothers, babies, and 
families. Our mission is to promote a wellness model of 
maternity care that will improve birth outcomes and sub-
stantially reduce costs. This evidence-based mother- baby-
, ' 
and family-friendly model focuses on prevention and 
wellness as the alternatives to high-cost screening, diagno-
sis, and treatment programs. 
Preamble 
Whereas: 
. 
. 
In spite of spending far more money per capita on 
maternity and newborn care than any other country, the 
United States falls behind most industrialised countries in 
perinatal morbidity and mortality, and maternal mortality is 
four times greater for African-American women than for 
Euro-American women; 
Midwives attend the vast majority of births in those 
industrialised countries with the best perinatal outcomes, 
yet in the United States, midwives are the principal 
attendants at only a small percentage of births; 
Current maternity and newborn practices that contribute 
to high costs and inferior putcomes include the inappro-
priate application of technology and routine procedures 
that are not based on scientific evidence; 
Increased dependence on technology has diminished 
confidence in women's innate ability to give birth without 
intervention; 
The integrity of the mother-child relationship, which 
begins in pregnancy, is compromised by the obstetrical 
treatment of mother and baby as if they were separate 
units with conflicting needs; 
Although breastfeeding has been scientifically shown to 
provide optimum health, nutritional, and developmental 
benefits to newborns and their mothers, only a fraction of 
US mothers are fully breastfeeding their babies by the age 
of six weeks; 
The current maternity care system in the United States 
does not provide equal access to health care resources 
for women from disadvantaged population groups, 
women without insurance, and women whose insurance 
dictates caregivers or place of birth; 
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Therefore, We, the undersigned members of CIMS, 
hereby resolve to define and promote mother-friendly 
maternity services in accordance with the following princi-
ples: 
Principles 
We believe the philosophical cornerstones of mother-
friendly care to be as follows: 
Normalcy of the Birthing Process 
Birth is a normal, natural, and healthy process. 
Women and babies have the inherent wisdom necessary 
for birth. 
· Babies are aware, sensitive human beings at the time of 
birth, and should be acknowledged and treated as such. 
· Breastfeeding provides the optimum nourishment for 
newborns and infants. 
· Birth can safely take place in hospitals, birth centers, and 
homes. 
The midwifery model of care, which supports and pro-
tects the normal birth process, is the most appropriate for 
the majority of women during pregnancy and birth. 
Empowennent 
· A woman's confidence and ability to give birth and to 
care for her baby are enhanced or diminished by every 
person who gives her care, and by the environment in 
which she gives birth. 
A mother and baby are distinct yet interdependent during 
pregnancy, birth, and infancy. Their interconnected-ness 
is vital and must be respected. 
Pregnancy, birth, and the postpartum period are milestone 
events in the continuum of life. These experiences 
profoundly affect women, babies, fathers, and families, 
and have important and long-lasting effects on society. 
Autonomy 
Every woman should have the opportunity to: 
Have a healthy and joyous birth experience for herself 
and her family, regardless of her age or circumstances; 
Give birth as she wishes in an environment in which she 
feels nurtured and secure, and her emotional well-being, 
privacy, and personal preferences are respected; 
Have access to the full range of options for pregnancy, 
birth, and nurturing her baby, and to accurate information 
on all available birthing sites, caregivers, and practices; 
Receive accurate and up-to-date information about the 
benefits and risks of all procedures, drugs, and tests 
suggested for use during pregnancy, birth, and the 
postpartum period, with the rights to informed consent 
and informed refusal; 
Receive support for making informed choices about what 
is best for her and her baby based on her individual 
values and beliefs. 
DoNo Harm 
Interventions should not be applied routinely during 
pregnancy, birth, or the postpartum period. Many stand-
ard medical tests, procedures, technologies, and drugs 
carry risks to both mother and baby, and should be 
avoided in the absence of specific scientific indications 
for their use. 
· If complications arise during pregnancy, birth, or the 
postpartum period, medical treatments should be evi-
dence-based. 
Responsibility 
Each caregiver is responsible for the quality of care she or 
he provides. 
Maternity care practice should be based not on the needs 
of the caregiver or provider, but solely on the needs of the 
mother and child. 
Each hospital and birth center is responsible for the 
periodic review and evaluation, according to current 
scientific evidence, of the effectiveness, risks, and rates of 
use of its medical procedures for mothers and babies. 
Society, through both its government and the public 
health establishment, is responsible for ensuring access to 
maternity services for all women, and for monitoring the 
quality of those services. 
· Individuals are ultimately responsible for making informed 
choices about the health care they and their babies 
. 
recetve. 
These principles give rise to the following ten steps, which 
support, protect, and promote mother-friendly maternity 
servzces: 
Ten Steps of the Mother-Friendly Childbirth Initiative for 
Mother-Friendly Hospitals, Birth Centers, and Home Birth 
Services 
To receive CIMS designation as "mother-friendly, " a 
hospital, birth center, or home birth service must carry out 
our philosophical principles by fulfilling the Ten Steps of 
Mother-Friendly Care: 
A mother-friendly hospital, birth center, or home birth 
. 
servtce: 
I. Offers all birthing mothers: 
Unrestricted access to the birth companions of her 
choice, including fathers, partners, children, family 
members, and friends; 
Unrestricted access to continuous emotional and 
physical support from a skilled woman - for example, a 
doula or labor-support professional; 
Access to professional midwifery care. 
2. Provides accurate descriptive a~d statistical information 
to the public about its practices and procedures for birth 
care, including measures of interventions and outcomes. 
___ ....,_....,.........____.,__..,___.._._ . -- . - --. 
3. Provides culturally competent care - that is, care that is 
sensitive and responsive to the specific beliefs, values, 
and customs of the mother's ethnicity and religion. 
4 . Provides the birthing woman with the freedom to walk, 
move about, and assume the positions of her choice 
during labor and birth (unless restriction is specifically 
required to correct a complication), and discourages the 
use of the lithotomy (flat on back with legs elevated) 
position. 
5. Has clearly defined policies and procedures for: 
· collaborating and consulting throughout the perinatal 
period with other maternity services, including communi-
cating with the original caregiver when transfer from one 
birth site to another is necessary; 
linking the mother and baby to appropriate community 
resources, including prenatal and post-discharge follow-
up and breastfeeding support. 
6. Does not routinely employ practices and procedures that 
are unsupported by scientific evidence, including but 
not limited to the following: 
shaving; enemas; IV s (intravenous drip); withholding 
nourishment; early rupture of membranes; electronic 
fetal monitoring; 
Other interventions are limited as follows: 
Has an induction rate of I Oo/o or less; 
Has an episiotomy rate of20o/o or less, with a goal of 5o/o or 
less; 
Has a total cesarean rate of 10% or less in community 
hospitals, and 15% or less in tertiary care (high-risk) 
hospitals; 
Has a VBAC (vaginal birth after cesarean) rate of60% or 
more with a goal of75% or more. 
7. Educates staff in non-drug methods of pain relief and 
does not promote the use of analgesic or anesthetic 
drugs not specifically required to correct a complication. 
8. Encourages all mothers and families, including those 
with sick or premature newborns or infants with con-
genital problems, to touch, hold, breastfeed, and care for 
their babies to the extent compatible with their condi-
tions. 
9. Discourages non-religious circumcision of the newborn. 
10. Strives to achieve the WHO-UNICEF Ten Steps of the 
Baby-Friendly Hospital Initiative to promote success-
ful breastfeeding. 
© 1996 by The Coalition for Improving Maternity Services 
(CIMS). 
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Call for Endorsement ... 
a joint state1nent by participating organisations of the World Alliance for 
Breastfeeding Action (WABA) & International POPs Elimination Nenvork (/PEN) 
Working Together for a Toxic-Free Future 
We share a common concern: Toxic chemicals are contaminating our children 
If we tested every infant born today, anywhere in the world, we would find that s/he 
has a body burden of toxic industrial chemicals. Dioxins~ PCBs, mercury, phthalates, 
pesticides and other dangerous substances are being passed from parent to child as 
early as the prenatal period. 
Tiny doses of these chemicals can have a dramatic effect on the developing child. 
Levels of mercury that would have no impact on an adult can hann the developing 
brain of a foetus. A few trillionths of a gram of dioxin and PCBs can damage the 
developing immune and nervous systems. DDT, PCBs, dioxins and other persistent 
organic pollutants not only cross the placenta, they also enter into breastmilk. 
We recognise the need to promote breastfeeding while we work towards ending 
the contamination of our communities 
The contamination of breastmilk is one symptom of the environmental contamination 
in our communities. Responsibility for this problem belongs to the industrial sources 
of contamination, not to breastfeeding women. The individual decision to breastfeed 
must be promoted and protected while we work collectively towards eliminating the 
chemicals that contaminate the food we eat~ the water we drink, the air we breathe, 
and the products we use. 
Studies have shown that breastfeeding, even in a contaminated environment, has a 
positive impact on the development of children as compared to those who are 
artificially fed. Breastfeeding supports infant growth and health as well as maternal 
health in wavs that breastmilk substitutes cannot. Indeed_ breastmilk contains sub-
"' . 
stances that help the child develop a stronger immune system and other protections 
against environmental pollutants and pathogens. 
Therefore, educational and advocacy efforts to promote a toxic-free future for our 
children should recognise, encourage and support collective actions aimed at 
promoting breastfeeding, reducing chemical contamination and developing the 
strongest possible pollution prevention laws. 
We share a vision of a toxic-free future and generations of healthy children 
In Sweden, strong governmental programmes to eliminate persistent organic pollutants 
like DDT, dieldrin, PCBs and dioxin have resulted in dramatic decreases in 
contaminants in breastmilk. In the United States, bans on lead in gasoline and 
smoking in public places have resulted in dramatic decreases in the levels of 
dangerous chemicals in the blood of young children. These public health achieve-
ments show that reductions in the production, use and disposal of toxic chemicals, 
along with the destruction of toxic chemical stockpiles and reservoirs, can decrease 
the body burden in our children and in all of us. The United Nations Stockholm 
Convention on Persistent Organic Pollutants (POPs), the development of sustainable 
alternatives to dioxin-producing incineration. local and national efforts to restrict 
the use of pesticides or to phase out the uses and emissions of mercury. all deserve 
our energetic and sustained support. 
We pledge to work together towards the day when our infants are born toxin 
free, and can grow and develop in a toxic-free world. iJ 
Initial list of Endorsers --------------------------
Agenda for Environment and Responsible Development. Tanzania • Alaska Community Action on Toxics. USA • Alianza 
por Una Mejor Calidad de Vida, Chile • Aminingshjalpen (The Swedish Nursing Mothers' Support Group) • Aquamedia, 
Republic of Georgia • Armenian Centre of Hygiene & Epidemiological Surveillance • Armenian Women for Health and a 
Healthy Environment • ARNIKA Association, Czech Republic • Arugaan. Philippines • Asociaci6n Argentina de Medivos 
por el Medio Ambiente (AAMMA). Argentina • Associa~ao de Combate aos Pops (ACPO), Brazil • Associa~ao de 
Consciencia a Preven~ao Ocupacional. Brazil • Bangladesh Breastfeeding Foundation (BBF) • Basel Action Network 
(BAN), Washington, USA • Breastfeeding Information Bureau, Malaysia • Breastfeeding Mothers Support Group (BSMG), 
Singapore • Breastfeeding Promotion Network of India (BPNI) • Breastfeeding Support Group of Thailand • California 
Nurses-Midwives Association, USA • Canadian Association of Physicians for the Environment (CAPE) • Cancer Action 
New York, USA • Chemicals Weapons Working Group. Kentucky, USA • Chris Mulford, IBCLC, USA • Collectif de lutte 
centre les organochlores Ooint Action Group against POPs), Quebec, Canada • Common Ground, Kentucky, USA • 
Commonweal. USA • Community Against Toxics. Cheshire. UK • Consumers International Regio"nal Office for Asia and 
the Pacific (CI-ROAP) • Cynthia Pang. IBCLC. Singapore • Department of the Planet Earth. USA • Development Indian 
Ocean Network (DION). Mauritius • ECO-Accord. Russia • Ecosphere, Belarus • Egyptian Medical Students for Social 
Responsibility Students, Egypt • Environmental Health Fund. USA • Foundation for Realization of Ideas. Belarus • Green peace 
International • Greenpeace International Toxics Campaign. Canada • GroundWork. South Africa • HealthCare Without 
Harm. Washington DC, USA • lndigeneous Environmental Council, Alaska, USA • lnstitue for Children's Environmental 
Health, Washington. USA • International Baby Food Action Network (ISFAN) Penang. Malaysia • International Campaign 
for Responsible Technology • International Physicians for Prevention of Nuclear War, Egypt • Irish Doctors Environmen-
tal Association (IDEA) • Kentucky Environmental Foundation, USA • La Leche League International (LLLI), USA • Marcia 
Annandale. IBCLC. New Zealand • Movement pour les Droits et le Respect des Generations Futures (MDRGF), France 
• National Resource Defence Council. USA • National Toxics Network Inc., Australia • Non-Stockpile Chemical Weap-
ons Citizen Coalition, Kentucky, USA • Pusat Penasihat Penyusuan lbu Malaysia (PPPIM) • Pesticide Action Network Asia-
Pacific (PANAP) • Pesticide Action Network Central Asia (PANCA) • Pesticide Action Network Germany • Pesticide 
Action Network North America (PANNA) • Pesticide Action Network UK (PANUK) • Pesticide Action Network, 
Philippines • Public Interest Consultants. UK • Queensland Lactation College. Australia • Red de Acci6n en Plaguicidas 
y sus Alternativas de America Latina (RAP-AL). Chile • Red de Acci6n sobre Plaguicidas y Alternativas en Mexico 
(RAPAM) • Sandra Steingraber, Teacher, Ecologist. Author of "Living Downstream" & "Having Faith", USA • Sarvodaya 
Women's Movement. Sri Lanka • Sharyle Patton. International POPs Elimination Network (IPEN) Northern Co-Chair, 
USA • Srishti, India • Surakshit, India • Sustainable Development Policy Institute (SDPI). Pakistan • Taiwan Watch Insti-
tute • Ted Greiner, International Maternal & Child Health (IMCH). Uppsala University, Sweden • Thana! Conservation 
Action & Information Network (TCAIN). India • The Nordic Workgroup for International Breastfeeeding Issues. Sweden 
• Toxics Link, India • Virginia Thorley. WABA International Advisory Council member. Australia • WABA Steering Com-
mittee • Women in Europe for a Common Future (WECF). Netherlands • World Information Transfer, USA 
\\e will update the endorsers list regularly. We u:elco1ne your endorsement and also request 
you to share it with others. This Statement with the latest list of endorsers is available at the 
~VABA & /PEN 1-vebsites. To endorse, l-tTite ASAP to the World Alliance for Breastfeeding Action. 
WABA, PO.Box 1200. Penang 10850. Malaysia. Fax: 604-6572 655 Email: secr@waba.po.n1y 
This joint statement emerged out of the combined efforts of the participating organisations ofWABA & IPEN, in addressing 
the issue on the contamination of breastmilk and the environment. This collaboration seeks to understand the issue from 
both the environmental health and justice and breastfeeding perspectives. share experiences and develop communication 
strategies to educate the general public, health workers. policy makers and the media. It is based on the recognition that 
breastfeeding promotion should take place alongside efforts to eliminate toxic chemicals from the environment. This 
statement went through a series of consultations via email discussions and at some key meetings. 
.r1-~ 
\\'ABA 
The World Alliance for Breastfeeding Action f'NABA) is a global people's initiative to protect. promote and 
support breastfeeding. WABA acts on the Innocenti Declaration targets and works in close liaison with the 
United Nations Children's Fund (UNICEF). Website: <www.waba.org.br> or <www.waba.org.my> 
The International POPs Elimination Network (IPEN) is a global network of public interest non-governmental 
organizations united to work for the global elimination of persistent organic pollutants on an expedited yet 
socially equitable basis. Website: <www.ipen.org> 
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HIV/AIDS 
Pretoria pasteurization potential 
treatment for breastmilk? 
A study on the heating of cow's milk might provide an 
ansvver to treating breastmilk of HIV-positive mothers. 
Utilising simple accessible household implements, the 
Pretoria Pasteurisation was tried on cow's milk to achieve 
a temperature high enough to inactivate HIV and E.Coli, 
but low enough to conserve lgA and the other benefits 
that are known to be present in breastm i I k. The method 
was observed in a study by Jeffery BS and Mercer KG, 
Pretoria Pasteurisation: A potential method for the reduc-
tion of postnatal mother to child transmission of the 
human immunodeficiency virus (Journal of Tropical Pedi-
atrics 2000:46;219-223). 
Four African country study on 
breastfeeding in HIV settings 
As a result of concerns about declining action to protect, 
support and promote breastfeeding and young child feed-
ing in Sub-Saharan Africa, Prof. Michael C. Latham, Cornell 
University, and Mdm. Pauline Kisanga, IBFAN Africa, car-
ried out a month-long fact finding visit in four countries-
Botswana, Kenya, Namibia and Uganda. 
The outcome report, entitled Current Status Of Protection, 
Support And Promotion Of Breastfeeding In Four African 
Countries, tried to determine reasons for the decline and 
made recommendations for the countries. Prepared for 
UNICEF/ESARO in March 2001, this makes an interesting 
comparative study as these countries have in some ways 
similar infant feeding problems yet they are economically, 
culturally and politically very different from each other. 
There was close to unanimous agreement that the decline 
in support for breastfeeding was related to the HIV/AIDS 
pandemic sweeping these countries, including publicity 
based on scientific evidence that mothers could infect 
their infants through breastfeeding. An important overall 
conclusion of the review is that there has been a massive 
spillover effect, in which concern for HIV/AIDS has been 
transferred into deterioration in actions to support 
breastfeeding. This is due to the very widely held false 
view that almost all mothers who are HIV positive will 
infect their infants through breastfeeding, and the very 
low recognition of the extremely high risks of formula feed-
ing for poor families. 
The study emphasised that stronger Code protections are 
needed in the age of HIV, yet countries are not acting to 
put these in place. Also pointed out is the inequity in allo-
cation of resources when women who opt to use formula 
get it free, yet those who opt to breastfeed are given no 
resources of equal value, and in some settings may be 
denied antiretroviral therapy as well. 
The authors fear that if the concerns about MTCT are trans-
lated into major heavily funded efforts to convince moth-
ers to avoid afl breastfeeding, either because they are HIV 
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positive, or they fear they may be, the results will be 
disastrous for breastfeeding in Sub-Saharan Africa. A very 
convincing research and evaluation is needed to shovv 
that such policies will do good, not harm. 
The study is not easy reading, nor a happy story, but it will 
ring true to anyone struggling with the realities of the 
world and the acute panic that has gripped so many health 
policy makers with whom breastfeeding advocates work. 
Adapted from a review by Helen Armstrong. Views expressed in this 
study are of the authors. For copies. please write to Pauline Kisanga, 
ISFAN Africa. PO Box 781 , Mbabane, Swaziland. Fax: 268-40 40546 
Email: pkisanga@realnet.co.sz 
Research 
$3.6 billion saved if breastfed 
A recent study by USDA's Economic Research Service 
found that a minimum of US$3.6 billion could be saved if 
the prevalence of exclusive breastfeeding increased from 
current levels to those recommended by the U.S. Surgeon 
General. In 1990, the U.S. Surgeon General proposed a 
goal for the Nation to increase the proportion of mothers 
who breastfeed their babies in the early postpartum 
period to 7 5 percent , and 50 percent at 6 n1onths. 
Currently, the breastfeeding rates are at 64 percent at 
hospital discharge and 29 percent at 6 rnonths. This $3.6 
billion is based on reduced incidences of only three child-
hood illnesses and reflects savings in terms of medical 
expenditures, wages lost by parents attending to an ill 
child, and the prevention of premature deaths. 
Source: .www.ers .usda .gov/publication/FoodReview/May2001 / 
FRV2412d.pdf 
Experts caution on soy infant formula 
Experts dispute a study published in the Journal of the 
American Medical Association in August which claimed 
that the feeding of soy formula for infants is "reassuring''. 
Dr. Mary Enig, President of the Maryland Nutritionists 
Association, points out that there are higher rates of repro-
ductive disorders, asthma and allergies in those who 
had received soy formula as infants. Other gynaecological 
problems that were not mentioned include higher rates of 
cervical cancer, polycystic ovarian syndrome, blocked 
fallopian tube, pelvic inflammatory disease and hormonal 
disorders. "The research team glossed over negative find-
ings and omitted them from the Abstract and Conclusions, 
noting only slightly longer duration of menstrual bleeding 
and greater discomfort with menstruation," she said . 
Experts were also critical of the design of the study, in 
which researchers conducted telephone interviews with 
282 adults fed soy formura and 563 adults fed milk for-
I mula during controlled feeding studies at the University 
i of Iowa between 1965-1978. Dr. Naon1i Baumslag, 
1
.. Professor of Pediatrics at Georgetown University said that 
data derived from interviews that ask a lot of embarrass-
! ing questions cannot be used to draw any meaningful I conclusions. "The question we should be asking is why 
I are so many of our babies on soy?" said Dr. Baumslag. 
"It can only be because of the advertising efforts of the I 
soy industry, because there is a great deal of scientific 
evidence that soy formula can be damaging to newborns." 
The study, headed by Dr. Brain L. Strom, was funded by 
the National Institutes of Health and the International 
Formula Council and carried out under the auspices of the 
Fomon Infant Nutrition Unit at the University of Iowa, 
which is supported by major formula manufacturers Ross 
and Abbot, Nestle and Mead Johnson. 
Source: www.westonaprice .prg 
Deadly mixture of nitrate and formula 
for Lithuanian baby 
Three-week old baby Osvaldas Lamauskas was found dead 
in his cradle one early morning in Lithuania, November 
2001. The cause: acute nitrate poisoning from water in 
the family's well, used to prepare formula. Chief physi-
cian Auksentas Morkeviius from the intensive care unit of 
the Panevezys district hospital stated that at least several 
times a year babies are admitted to the hospital with 
nitrate poisoning, reported Lithuanian daily Lietuvos rytas. 
Babies in these cases were usually 1-2 month old and were 
all formula fed. Experts stated that nitrate in well water is 
four times higher than the allovved limit for adults due to 
contamination from surrounding fields. In all the cases, 
infants were younger than 3 months old and could be 
breastfed. Health education and breastfeeding promotion 
plough slowly in Lithuania, with only 6.6°/o of babies 
exclusively breastfed at the age of six months. 
Source: Lietuvos rytas, lithuania, 14 November 2001 
Women & Work 
Maternity protection update 
• C-183 in force in Feb 2002 
ILO Convention 183 on maternity protec-
tion will come into force on 7 February 
2002, one year after two countries, 
Slovakia and Italy, ratified it. 
• Brazil includes adopted children 
Maternity protection in Brazil has been approved to be 
extended to mothers with adopted children. 
• Ten groups received seedgrant 
Ten groups from nine countries received seedgrants rang-
ing from US$500 to US$2,000 from the WABA Maternity 
Protection project to stimulate country level action to act 
on the new fLO Convention 183 and/or strengthen mater-
nity protection nationally. 
• Maternity Protection Chart Updated! 
WABA has updated its chart on the Status of Maternity 
Protection by Country. In addition to data on maternity, 
parental and paternity leave, the new chart includes 
information on breasteeding breaks. Please see the chart 
enclosed or visit the WABA website. If you have new 
information or changes, please inform the WABA Secretariat. 
Code Compliance 
Nestle sets up institute in Africa 
Concern grew over the setting up of the Nestle Nutrition 
Institute for South and East Africa which was launched in 
Cape Town last August. Nestle claimed that the institute 
aims to enhance communication between doctors, nutri-
tionists and health workers, and to improve the nutrition 
of adults and children. It would also allow them to inter-
act with Nestle staff and scientists worldwide. ~~some of 
the areas of focus will , for example, be how to get money 
for research projects in communities," said Ferdinand 
Haschke, Nestle's director of nutrition for southern and 
eastern Africa. 
Haschke also said its long term goal includes particularly 
nutrition in the HIV vertical transmission programme 
through infant formula. Nestle's NAN Pel argon, which sup-
posedly is able to kill bacteria from contaminated water, 
has been made available in the region. Already, govern-
ments in Botswana and South Africa are using it in their 
feeding programmes for children infected with HIV. 
Source : www.busrep.co .za 
Discussion paper on labeling 
The Discussion Paper on Nutrition Claims and Functional 
Claims, prepared by the Directorate General Health and 
Consumer Protection, European Commission, lays out many 
of the problems relating to the use of health claims and 
rightly warns that the food industry uses claims as market-
ing tools, commented Baby Milk Action. The paper illus-
trates the complexity facing policy makers when attempt-
ing to regulate this area of labelling and marketing. 
Baby Milk Action and IBFAN are especially opposed to 
the use of claims which imply that a certain food or ingre-
dient plays a special beneficial role in diet (nutrition func-
tion claims and disease risk reduction claims). They sup-
port the current view of the Codex Committee on Food 
Labelling that health claims should not be permitted as 
they tend to be misleading, invariably unscientific and 
designed to promote. 
As the discussion paper outlines, manufacturers will use 
every possible combination of wording to promote prod-
ucts and get round restrictions made on them. Banning all 
health claims will allow only nutrition statements which 
correctly inform the pub I ic and enable people to make 
wise decisions about their diet. 
Article 9 of the International Code of Marketing of Breast-
milk Substitutes requires full nutrition information and 
warnings. Yet, companies are using 'functional ' claims to 
target nursing mothers, undermining their confidence in 
the quality of their breastmilk. The baby food market is 
currently worth $10.9 billion. If every baby in the world 
were artificially fed for 6 months then this could easily 
increase to $36 billion. 
Source: Baby Milk Action. The Commission paper can be obtained 
at <http://europa.eu.int/comm/food/fs/fl/fl_index_en.htmf> 
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WBW was celebrated across Canada, from British 
Columbia to Newfoundland. Activities included picnics, 
simultaneous breastfeeding, displays and radio talk shows. 
Toronto Public Health also put posters about the benefits 
of breastfeeding throughout the city's transit system. 
In France, WBW was coordinated by the Coordination 
Francais pour I' Altaitement Maternel {(oFAM) with 
collaborating organisations such as Information Pour 
I' Allaitement and La Leche League. 
They produced an informative dossier 
targeting the public and the med4a. 
One significant publication is the 
Resource Guide for Breastfeeding A-1oth-
ers (Edition 2001 ), which lists all 
breastfeeding support groups, 
organisations and departments in 
-~;~ RcMMidwi~ ---, 
. es: 
France, their func-
tions and contact 
details. Also 
included is a list of 
breastfeeding pub-Journal! 
._._~-- I 1 ications in French 
! - a handy tool for 
both families as well 
as professionals. 
Tessa i\1artyn oi Baby 
Milk Action, UK, 
contributed articles 
on the theme for sev-
eral magazines, such 
as the Royal College 
of i\1 idVv·ives journa I, 
which dedicated the cover of 
its August 2001 issue to \VBW. 
In Germany, the coordinator 
of \VBW, Aktionsgruppe 
Babynahrung (AGB), trans-
lated the action folder and 
L=---=------ produced a poster, among 
Top to bottom: Public at ions 
on IJreastr"eeding from other things. 
France, UK and Germ.:w\. , 
More groups celebrated WB\V in India in 2001. The 
Indian Medical Association (Singrauli) and Singrauli 
Obstetric & Gynaecological Society joined effort in their 
outreach programmes during the \veek, reaching many in 
the States of Madhya Pradesh and Uttar Pradesh. Training 
on breastfeeding was conducted 
for health workers in the coal 
mines of Northern Coalfields 
limited (NCU and surrounding 
area. For students, an essay 
competition on the Role oi 
Breastieeding in the Develop-
ment of Children was organised. 
A series of talks, audio-visual 
displays and distribution of 
educative pamphlets were also 
done in villages and schools. 
E><tra, Extra! ... Bre.--, ... rieeding made 
headlines in newspt~pers in India 
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Breastfeeding for WBW 2001 
In Bangladesh, as many as 26 organisations joined the 
Bangladesh Breastfeeding Foundation (BBF) in their inno-
vative programmes, carried out from national to commu-
nity levels. About 800 people led by the Health Secretary 
rallied from the Children's Park to the National Press Club. 
Songs and materials developed by BBF were brought to 
' slum areas and gifts were given to a mother in each slum 
vvho breastfed exclusively tor six months. Health educa-
tion and discussions in schools, mosques, and among doc-
tors, newly weds and nursing mothers were also organised 
in addition to art and essay competitions. Finally, BFHI 
awards were distributed to deserving hospitals. 
The Indonesia Breastfeeding Promotion Foundation 
received much governmental support for WB\V. 
With collaboration from the Ministry of Health and the 
Coalition inr Healthy Indonesia, an action plan to revitalise 
BFHI was ofiiciated at a press conference. They had a 
---~ -.--:-___ ... 
--
Indonesian ,\1ini5ter for Women Empowerment 
f]rd from left) visits the factory's counselling 
centre 
Leri: A booklt' l on mother-friendly V\-Orkplaces 
d i-:. tributed during ~ \B\.V 
meeting \Vith the ,\1inister tor Women Empowerment, who 
also attended the one-day seminar on Baby-Friendly Work-
places at a shoe factory. A public seminar on the theme 
;\1enyusui Di Era lntormasi \Vas carried out at a popular 
shopping mall, v\'hile booklets on Baby-Friendly Work-
places were distributed during these events. 
WBW in Korea becJme a national event. Besides desig-
nating three ne~ Baby Friendly Hospitals, the Korean 
Committee for UNICEF organised a breastfeeding agree-
ment campaign at i\.1yungdong, a busy shopping district 
in Seoul. 5,500 people signed up agreeing to breastfeed. 
Agreements were also sent through the Internet and post. 
The 7 -day campaign saw the participation of 7,500 people. 
In another event, top-ranked actress Shi-Ra Chae was 
designated the Ambassador for Breastfeeding for her 
active role in promoting breastfeeding. Chae herself is 
breastfeeding and refuses to appear in breastmilk substi-
tutes advertisements. The Committee also collaborated 
with national daily Hankyoreh to carry weekly special 
reports on breastfeeding fron1 August through December. 
Privacy COnference Proceedings Available Online 
Transcripts of many of the presentations to the 
conference on Policy Directions for the Protection 
of Personal Health Information hosted by NLCHI 
and the Department of Health and community 
Services are now available on our web site at 
www.nlchi.nf.ca/privacy.php 
Transcripts include the presentation from the 
Ontario Privacy Commissioner, Ann Cavoukian, who 
opened the conference with a discussion of the 
importance of legislating fair information practices 
for the health sector. From her experience with the 
Canadian Pharmaceutical Association and Bristol-
Myers Squibb, Noelle-Dominique Willems 
approached the subject from the perspective of people 
and organizations that use personal health information 
in commercial activities. Also from the first day, Paul 
Tier, from British Columbia, discussed some of the 
policies and technological safeguards they have put in 
place around the BCPharmanet. 
From the second day we have transcripts from Gerard 
Farrell, a physician with a strong interest in health 
infomatics, Marguerite Foote and Paul McDonald about 
consent, and Margot Priddle's discussion of privacy 
issues for information collected by pharmacists. 
Romanow Commission 
NLCHI and EDS Canada jointly prepared a 
submission to the Commission on the Future of 
Health Care in Canada, chaired by Roy Romanow. 
The submission, entitled Harnessing the Power of 
Information in Health Care, examines four 
information management themes through the 
public-private partnership experience of NLCHI and 
the EDS Canada Newfoundland consortium. 
• Information management is an integral 
component of evidence-based health care reform 
and essential for ensuring the sustainability of 
Medicare 
• Developing a health system that uses 
reliable information to make decisions requires 
long-term planning and a multi-year commitment from 
all stakeholders in the health system. 
• Health infostructure and electronic health 
records are essential to establishing an environment 
that empowers people, supports health care providers 
and informs administrators and policy makers. 
• Strategic public-private sector collaborations 
leverage the capabilities of both organizations, 
improving the ability to succeed in a complex and 
resource constrained environment. 
The submission is available at 
www.nlchi.nf.ca/special.php 
New Report from Product Development 
Product Develop has just released its fourth Live 
Birth Trends report. This one covers 1996-2002. 
In 2000 there were 4,886 live births in 
Newfoundland and Labrador, a decrease of 3. 7o/o 
fro·m 1999. Newfoundland and Labrador had the 
lowest crude birth rate (number of births per 1,000 
population) in the Atlantic Provinces for each of the 
five years from 1994 to 1998. 
In 2000, more babies were born in August than any 
other month. The top three names for girls were 
Elizabeth, Marie and Mary, and for boys it was 
James, William and Joseph. 
Copies of the full Live Birth Trends 1996-2000 report 
and the Fast Facts are available at 
http://www.nlchi.nf.ca/dev.php 
Newfoundland and Labrador Centre for Health Inrc~-vnc~h·o.c, 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2002 
- Name: 
---------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: ------------------------------------------------------
Full Address: 
--------------------------------------------------------
(home) 
Telephone No.----------------------- Fax No.---------------------
(work) 
E-mail Address: 
---------------------------------------------------------------
Work Address: 
----------------------------------------------------------------
Area where working: ----------------------------------------------
Retired: Student: Unemployed: ------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
-------------------------------------------------------------
National: 
-----------------------------------------------------------
International: 
-------------------------------------------------------
Would be interested in participating in a research project if asked: Yes 
--
No 
---
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ 
-----------
(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Full membership for ALL midwives is $75.00 (as this includes the Canadian Association of Midwives fees which 
the Association has to pay). 
Associate membership for those who are not midwives is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed:-------------- Date: __________ _ 
Return to: Jean Hunt, Treasurer, P.O. Box 1495, Stn. B, Happy Valley-Goose Bay, Labrador, AOP lEO 
• 
